tiation, although ostensibly subtle, can have substantial implications for psychopathology. Several studies have found that shame rather than guilt is a significant risk factor for the onset and maintenance of mental health difficulties (Leskela, Dieperink, & Thuras, 2002; Robinaugh & McNally, 2010) . Moreover, it has been theorized that guilt is actually an adaptive response in which movement from shame to guilt represents a stage of mental health recovery (Tangney, Stuewig, & Mashek, 2007) .
For the most part, the weight of research examining shame as a risk factor for psychological difficulties centers on trauma populations. Understandably, traumatic events, particularly ones that involve profound threats to self-appraisals and self-concept (e.g., childhood abuse, assault), have been found to evoke acute shame responses and altered self-perception Srinivas, DePrince, & Chu, 2015) . In turn, posttraumatic shame is a notable risk factor for development and maintenance of posttraumatic stress disorder (PTSD; Øktedalen, Hoffart, & Langkaas, 2015) .
The impact of shame on complicated trauma-related presentations, such as complex PTSD and dissociative identity disorder (DID), is considered to be more profound (Herman, 2015) . Complex PTSD refers to a constellation of six trauma symptoms (e.g., altered self-perception, somatization) that extend beyond the standard PTSD symptom clusters (Pelcovitz et al., 1997) . Although not an accepted diagnosis in current taxonomies, complex PTSD, or its less stringent formulation of complex trauma, is a clinically useful conceptualization that is argued to develop as a result of chronic, repeated traumatic events (e.g., childhood sexual abuse, torture; Courtois & Ford, 2012; Herman, 2015) . Shame and guilt are considered central perpetuating emotional processes in complex PTSD (e.g., Dorahy, 2010) . In a chronic, complex trauma sample, Dyer et al. (2013) found that altered self-perceptions, including shame, were significant mediating factors in the mechanism linking childhood trauma to later psychopathology (e.g., hostility, self-harm). DID also has strong theoretical associations with both a history of complex trauma and shame (Chu, 2011; Dorahy et al., 2015) . Overwhelming evidence supports the link between childhood trauma and DID onset (Dalenberg et al., 2012; Dorahy et al., 2014) . In individuals with DID, it has been hypothesized that the shame, fear, and other emotional reactions to severe trauma lead to division of the self into dissociative identities as a way of coping with the aversive memories and feelings (Putnam, 2006) . In this way, shame reactions to trauma can be regarded as one of several interacting catalysts of DID symptoms.
Although the majority of research into shame, guilt, and psychopathology focuses on the emergence of these self-conscious emotions in reaction to clearly defined traumata and posttraumatic sequelae, there is a growing body of evidence highlighting that shame and guilt play a more generic role in wider psychological difficulties such as generalized anxiety, obsessive-compulsive disorder, social anxiety, and depression, even in the absence of a significant "traumatic event" (Fergus, Valentiner, McGrath, & Jencius, 2010; Kim, Thibodeau, Jorgensen, & Randall, 2011) . Luby et al. (2009) found that shame and guilt were significant risk factors for depression in children as young as 3 years. Black, Curran, and Dyer (2013) also reported that shame coping styles were significant predictors of relationship depression and functioning in a general mental health sample.
The proposed transdiagnostic role of shame-and, to a lesser extent, guilt-in mental health presentations has led a number of researchers to develop generic theoretical models and treatment protocols for shame. Gilbert's (2003) evolutionary and biopsychosocial model of shame and Nathanson's (1992) Compass of Shame, which builds on Tomkins's (1963) seminal work, assert that shame-proneness as a trait emerges from early childhood relationship factors (e.g., attachment style). How individuals experience important formative relationships in terms of acceptance, safety, and evaluation will in turn affect how they regulate their own internal processes and evaluate themselves. Incestuous childhood sexual abuse, for example, not only results in the emergence of a clear trauma that may affect self-appraisals of being damaged and shameful but also introduces a negative model in the child's mind of how loved ones evaluate them, thus leading them to feel further shame because they perceive themselves as worthless, unlovable, and unsafe (Finkelhor & Browne, 1985) . In response to such aversive shame cognitions/emotions, Nathanson (1992) asserted that people manage this affect by adopting four potential coping styles, behavioral scripts, or strategies-namely, "attack self, "attack other," "withdrawal," or "avoidance." These strategies can be maladaptive and unhelpful, particularly if rigidly or excessively used.
Although shame is considered a pervasive contributor to mental health problems, with a wide-reaching influence that extends beyond trauma-related clinical presentations, there are some notable omissions in the knowledge base. Most significantly, only one study has compared levels of state shame/guilt or defensive responses to shame in different trauma and mental health groups (i.e., Dorahy et al., 2015) . Dorahy and colleagues found that their mixed dissociative disorders group had similar levels of shame coping styles and state shame relative to their abuse-related chronic PTSD sample but significantly greater levels than their mixed psychiatric group. No comparisons, however, were made between the chronic PTSD and mixed psychiatric groups. Additionally, personality theory would hold that stable traits (e.g., characterological factors, consistent behavior patterns) can predict transient mood responding (Cooper, 2010; Petrides & Furnham, 2003) . However, no study has explored how stable, underlying patterns of shame coping affect shame states. Understanding which shame coping styles increase the risk of heightened state shame and how these processes differ between clinical populations would be clinically useful.
The present study aimed to conduct a preliminary investigation of these highlighted research gaps by comparing two traumarelated mental health groups normally associated with severe shame and guilt reactions (i.e., DID and complex trauma), a general mental health group of mixed presentations (e.g., depression, anxiety), and a baseline control group of healthy volunteers on shame coping strategies and state shame and guilt. Separate group regression analyses were also completed to identify how underlying shame coping styles affect state shame responding. It was hypothesized that DID and complex trauma groups would have significantly greater levels of state shame and guilt, and unhelpful shame coping strategies compared to the general mental health and healthy volunteer groups. Second, it was asserted that shame coping styles would significantly predict levels of state shame in the four participant groups. This document is copyrighted by the American Psychological Association or one of its allied publishers.
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Method Participants
A convenience sample of 251 participants was obtained, comprising four groups: (1) DID (n ϭ 20), (2) complex trauma (n ϭ 65), (3) general mental health (n ϭ 41), and (4) healthy volunteer (n ϭ 125).
The DID group was recruited from a trauma and dissociative disorder treatment program in Brisbane, Australia. All DID participants had a psychiatrist diagnosis of DID and an independently assessed DID diagnosis from the Dissociative Disorders Interview Schedule (Ross et al., 1989) . All participants were female and had a mean age of 45.60 years (SD ϭ 9.41).
The complex trauma group was obtained from a trauma therapy service in Belfast, Northern Ireland, which serves people suffering psychological problems resulting from exposure to the Northern Irish conflict (e.g., bombings, sectarian violence). A sample of 65 individuals (44 males; 21 females) with a mean age of 40.43 years (SD ϭ 12.42) was recruited from a total of 154 service-users. Participants in this group had a clinician-assessed diagnosis of chronic PTSD, with symptoms present for more than 3 months. All participants had multiple traumatic experiences (Ն2), and 95% of this group reported clinically "high" levels of complex PTSD symptoms as measured by the Stress Reactions Checklist (Ford, Hawke, Alessi, Ledgerwood, & Petry, 2007) . Due to the wellestablished prolonged, repeated traumata associated with the Northern Irish conflict (see Dorahy et al., 2009; Ferry et al., 2015) and the trauma/symptom characteristics of the current sample, this group may be reliably categorized as a chronic, complex trauma sample. Further details on sample characteristics can be found in Dorahy et al. (2013) .
The general mental health group was composed of 19 (46%) female and 22 (54%) male participants, ranging in age from 21-67 years (M ϭ 41.29, SD ϭ 12.46). All participants were attending an adult mental health service for therapy and presented with a variety of generic mild to moderate mental health difficulties. Therapists of participants used assessment information, the DSM-IV (American Psychiatric Association, 1994), and clinical judgment to informally diagnose the main presenting problems of participants. This sample has been described previously in Black et al. (2013) ; however, nine participants who reported trauma and/or clinical PTSD symptoms were excluded from the present study to prevent overlap with the complex trauma group. Of the 41 participants, 19 had mood problems (e.g., major depression), 10 had anxiety disorders (e.g., generalized anxiety disorder), and 12 had personality problems (e.g., borderline personality disorder).
The healthy volunteer sample was made up of an opportunity sample of 125 males and females aged 18 -50 years recruited via a university online research participation database and community advertising. A processing error meant mean age was not logged for this sample.
Materials/Apparatus
The Compass of Shame Scale (COSS; Elison, Lennon, & Pulos, 2006) measures four common shame coping behaviors/styles (i.e., "withdrawal," "attack self," "attack other," and "avoidance") originally outlined in Nathanson's (1992) Compass of Shame model. Participants provide ratings on a 5-point Likert scale indicating how frequently they would use each behavior in 12 hypothetical shame scenarios. "Withdrawal" represents active attempts to escape from shame stimuli either physically or emotionally. "Attack self" represents inwardly directed anger, self-criticism, selfdisgust, and frustration in response to shame stimuli. "Attack other" is a similar anger-related reaction to evoked shame, with the exception that the emotion is directed onto an external object or person. The "avoidance" style is akin to the defense mechanisms of denial or repression, where the individual has a tendency to distort or minimize the shame experience to avoid the aversive feeling. Construct validity of the scale has been supported (i.e., Elison et al., 2006) and internal consistency for the four coping behaviors ranged between 0.79 and 0.95 in the current study.
State shame, state guilt, and state pride were measured using the 15-item State Shame and Guilt Scale (SSGS; Marshall, Sanftner, & Tangney, 1994) . Responses are made on a 5-point scale from 1 (not at all) to 5 (very strongly). Cronbach's alpha values for shame (0.86), guilt (0.90), and pride (0.87) were highly acceptable in the present investigation and comparable with the original validation studies (Marshall et al., 1994) .
Procedure
All three clinical groups (i.e., DID, complex trauma, and general mental health) were recruited by a similar method. Participants were provided an information sheet about the investigation by their therapist with a reply slip attached. Individuals interested in taking part returned the reply slip with their contact details. Research team contact details were also available on the university online research system and local advertising. These materials provided healthy volunteers with information on how to approach the researchers for participation. A member of the research team contacted both clinical and nonclinical participants and arranged a meeting to complete the study questionnaire measures via interview. Informed consent was also obtained during this session. The relevant ethics committees granted approval.
Results

Demographic/Clinical Information
There was no demographic information available for the healthy volunteer group aside from age range. However, age and gender characteristics were available for the DID, complex trauma, and general mental health samples. Marital status was also available for the DID and general mental health groups. Table 1 summarizes the sample composition on these variables.
Analysis of variance (ANOVA) revealed that there were no significant differences between the DID, complex trauma, and general mental health groups on age, F(2, 123) ϭ 1.43, p ϭ .24, partial 2 ϭ 0.02, power ϭ 30%. Chi-square analyses with Fisher's exact test also indicated no differences between the DID and general mental health groups on marital status, 2 (2, N ϭ 61) ϭ 2, exact p ϭ .38, ϭ 0.18. Nevertheless, the groups did differ on gender primarily due to the DID group being exclusively female and the healthy volunteer groups being skewed to female. The other two clinical groups had a similar gender balance. This document is copyrighted by the American Psychological Association or one of its allied publishers.
To ascertain if the demographic/clinical factors of gender and marital status were a confounding influence, exploratory ANOVAs were conducted with a randomly selected shame variable as the dependent variable and gender and marital status as independent variables. Similarly, age was correlated with the shame variable to see if it moderated shame responding in the DID and general mental health groups. COSS "attack self" emerged as the randomly selected variable. However, no significant differences were found between gender and marital status on "attack self," and there was no significant correlations between age and COSS "attack self" in any of the relevant groups (p Ͼ .05). Table 2 displays the means and standard deviations for the participant groups on all COSS and SSGS subscales.
Shame Differences
Two multivariate ANOVAs were performed comparing the participant groups on (a) state shame, guilt, and pride (SSGS subscales) and (b) shame coping styles (COSS subscales). Post hoc Bonferroni comparisons were conducted to explore pairwise group differences on individual variables. Significant differences between groups on paired comparisons have been flagged in Table 2 .
State shame, guilt, and pride. An overall multivariate effect was found across groups on state measures, F(9, 596) ϭ 12.11, p Ͻ .001, Wilks's ϭ .67, partial 2 ϭ .13, power ϭ 100%. This significance was produced by univariate differences between groups on state shame, F(3, 247) ϭ 32.01, p Ͻ .001, partial 2 ϭ .28, power ϭ 100%; guilt, F(3, 247) ϭ 20.78, p Ͻ .001, partial 2 ϭ .2, power ϭ 100%; and pride, F(3, 247) ϭ 26.38, p Ͻ .001, partial 2 ϭ .24, power ϭ 100%. In post hoc paired comparisons, all three clinical groups (i.e., DID, complex trauma, and general mental health) had significantly greater levels of state shame, and guilt, and significantly lower levels of state pride compared to the healthy volunteers control group (p Ͻ .001).
Regarding the clinical groups specifically, the DID group had significantly greater levels of state shame compared to the complex trauma and general mental health groups (p Ͻ .05). There were no significant differences between the complex trauma and general mental health groups on any of the state variables. There were also no significant differences in paired comparisons involving the three clinical groups on state guilt. For state pride, the DID group reported significantly lower levels than the general mental health group (p Ͻ .05), but not the complex trauma group.
Shame coping styles. Overall, there was a significant multivariate effect for groups on shame coping styles, F(12, 645) ϭ 16.27, p Ͻ .001, Wilks's ϭ .5, partial 2 ϭ .21, power ϭ 100%. Univariate group differences were evident for "withdrawal," F(3, 247) ϭ 52.1, p Ͻ .001, partial 2 ϭ .39, power ϭ 100%; "attack self," F(3, 247) ϭ 37.32, p Ͻ .001, partial 2 ϭ .31, power ϭ 100%; and "avoidance," F(3, 247) ϭ 16.95, p Ͻ .001, partial 2 ϭ This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
.17, power ϭ 100%. There was a nonsignificant trend for group on the "attack other" coping style, F(3, 247) ϭ 2.6, p ϭ .053, partial 2 ϭ .03, power ϭ 63%. Paired comparisons found that the DID group scored significantly higher than all three comparison groups on shame "withdrawal," "attack self," and "avoidance" coping styles (p Ͻ .001). There were no significant differences between the complex trauma and general mental health groups on any of the coping styles. The general mental health group scored significantly higher than the healthy volunteer group on "withdrawal" (p Ͻ .001), but not "attack self," "avoidance," or "attack other." The complex trauma group, however, reported significantly higher "withdrawal" and "attack self" coping styles compared to the healthy volunteer group (p Ͻ .001). There were no group differences in any paired comparisons on the "attack other" coping style.
Coping Style and State Shame
To explore if certain shame coping styles predicted increased shame responding, separate stepwise regression analyses were completed for each sample. The shame coping styles of "withdrawal," "attack self," "avoidance," and "attack other" were inputted as predictors with state shame as the criterion variable. Nonsignificant predictors were removed automatically to yield the most parsimonious regression models. In all three of the analyses, only one coping style remained in the regression after stepwise variable removal. "Attack self" was a significant predictor of state shame in the complex trauma, general mental health, and healthy volunteer groups, accounting for 20%, 36%, and 28% of variance in state shame scores, respectively. In the DID group, however, a different shame coping style-"withdrawal"-was the sole significant predictor of state shame, accounting for 52% of variance (see Table 3 ).
Discussion
The DID group exhibited the highest levels of state shame and shame coping styles relative to the remaining clinical/control groups and presented with a distinct shame profile. In contrast to the first hypothesis, the complex trauma group had somewhat comparable-albeit still elevated-levels of state shame, guilt, and pride to the general mental health group and utilized similar coping styles. The findings were also unexpected with regard to how shame coping styles predict active state shame reactions in the three groups. The relationship was found to be similar across the complex trauma, general mental health, and healthy volunteer samples, as the "attack self" coping style was the sole predictor in all three populations of increased state shame. However, the DID group analysis revealed a different relationship with "withdrawal" emerging as the sole substantial predictor of state shame.
The markedly heightened levels of shame variables in the DID group support research findings that shame is a significant issue for this population and a prominent barrier to psychological intervention (Chu, 2011) . The extent of the differences between the DID group and the complex trauma group on state shame and coping styles, however, was greater than recent empirical reports, which found that a mixed dissociative disorders group and chronic trauma group had comparably high shame responses (Dorahy et al., 2015) . Some of this disparity may be explained by the differing selection criteria in both studies. For example, the complex trauma sample in this study was conflict related, whereas the chronic PTSD sample of Dorahy et al. (2015) was child abuse related. Moreover, in the present investigation, only individuals with a full formal DID diagnosis were included. Complex features of DID such as multiple identities and dissociative amnesia are viewed as more extreme psychological reactions aimed at assisting an individual in coping with severe trauma (Dalenberg et al., 2012) . Such responses could be due to the traumatic experiences being appraised as more profoundly destructive to the self. Consequently, in line with the findings here, the DID group may experience greater levels of shame and engage in more shame coping styles because of their exposure to more shame-prone abuse and neglect. In a chronic PTSD sample with high levels of abuse and neglect, similar shame levels were found to DID (Dorahy et al., 2015) . Moreover, in DID, their established methods of coping (e.g., structural dissociation) exist on a spectrum of avoidance, which are similar to a number of shame coping styles (e.g., "withdrawal").
The lack of differences between the complex trauma group and general mental health group in terms of shame factors was also unanticipated and somewhat contrary to the accepted understanding that shame is a particularly potent, notable sequela of complex traumatic experiences, more so than for individuals with other mental health presentations (e.g., Herman, 2015; Srinivas et al., 2015) . Research has begun to identify that shame is a prevalent transdiagnostic factor in multiple mental health presentations (e.g., Fergus et al., 2010; Kim et al., 2011) , and it may be that the severity and association between shame states and coping styles in trauma and general mental health populations are more analogous than previously believed. However, it must be acknowledged that the present study focused narrowly on baseline comparisons of these shame factors and did not examine differences in trait shame or the relationship between shame and symptomatology. Although the mechanisms operating between shame coping style and state may be similar in these populations, the relationship between these factors and downstream mental health symptoms may yet be different between these groups. For example, tentative evidence would suggest that the interrelationship between complex trauma and shame is particularly complicated and salient with regard to selfharm Smith, Kouros, & Meuret, 2014) .
The relationships between state shame and coping styles across the groups were also interesting. The predominance of "attack self" as a predictor of increased state shame across the complex trauma, general mental health, and healthy volunteers groups is Note. DID ϭ dissociative identity disorder. This document is copyrighted by the American Psychological Association or one of its allied publishers.
concordant with theoretical understanding and recent empirical evidence. "Attack self" is a toxic coping style in which feelings of humiliation and shame morph into anger that is directed inward as extreme self-criticism, self-disgust, and negative self-evaluation (Nathanson, 1992) . Numerous theoretical perspectives would support the notion that negative self-appraisals and self-attack coping behaviors in response to shame-inducing situations are more likely to perpetuate and exacerbate shame feelings in given scenarios rather than ameliorate them (e.g., Ehlers & Clark, 2000; Tracey & Robins, 2007) . The evidence in the present study supports this view that "attack self" is a particularly unhelpful coping style for managing shame and may be a significant risk factor for subsequent psychological distress. Moreover, this process seems to be present across trauma, general mental health, and healthy volunteers, indicating a common psychological mechanism. Recent research supports these findings with self-attack and self-criticism manifesting as prominent negative shame coping strategies in multiple populations and predicting mental health difficulties as varied as social anxiety, general anxiety, stress, depression, and poor intimate relationship functioning (Dorahy et al., 2014; Gilbert et al., 2012; Shahar, Doron, & Szepzenwol, 2015) . The fact that self-criticism, negative core schemata, and the traumatic experiences shaping complex trauma and DID reactions are thought to emerge from early childhood are also suggestive of overlapping pathways (Dalenberg et al., 2012; Kopala-Sibley, Zuroff, Hankin, &, Abela, 2015) . In contrast, the DID group, although exhibiting elevated "attack self" coping relative to the other groups, demonstrated a different coping style-state shame relationship. The primary coping style that was predictive of elevated state shame was "withdrawal." Although this is noticeably distinct from the other three groups, it is perhaps predictable. "Withdrawal" refers to the instinct to retreat and remove oneself from shame-provoking stimuli (including other people) to attain a perceived sense of safety from shame feelings. As stated, in many ways, dissociation represents a global "withdrawal" strategy in response to stress, and therefore individuals with DID may naturally engage in such methods of coping. However, as with pathological dissociation, although such a coping strategy can yield short-term benefits, in the longer term, this may ultimately intensify psychological distress by not allowing any exposure and modification of it. Ironically, "withdrawal" was initially asserted as a psychologically healthy shame coping style (see Nathanson, 1992) . Gathering empirical evidence has provided a different picture of this coping style and found that it is both a problematic coping strategy for DID and a risk factor for difficulties in both forming effective therapeutic relationships and overall relationship functioning (Black et al., 2013; Dorahy et al., 2014) . Moreover, "withdrawal" was the only coping style that both the complex trauma and general mental health groups had significantly higher levels of compared to healthy volunteers, further highlighting its potentially detrimental role in psychopathology.
It is worth commenting on the consistent lack of significance obtained in the group comparisons and regressions involving the "attack other" coping style, which was stark in comparison to the overall group differences on the other shame management styles. Although a notable exception, this finding is somewhat consistent with the research literature. Several investigations examining shame, trauma, and mental health have found that the more dominant means of managing shame is to turn this self-conscious emotion inward or try to avoid its activation, rather than discharging the feeling onto others Gilbert et al., 2010) . Another consideration is that social desirability has been a noted feature when assessing trauma, anger, and aggression (see Dyer et al., 2009) , and therefore, the low levels of "attack other" could partially reflect this response bias.
Understanding the relationships between shame coping styles and other psychological factors has important clinical implications. It is apparent that "attack self" coping is a common behavioral response in mental health presentations that negatively affects shame reactions and, in all likelihood, subsequent psychological well-being. Moreover, levels of shame coping styles were similar in both complex trauma and general mental health groups, indicating these presentations have somewhat similar shame processes. In contrast, the "withdrawal" coping style seems more salient to the DID population. Therefore, comprehensive assessment of the shame coping style could be important in understanding the mechanisms of mental health presentations and contribute to a more comprehensive formulation of individual client difficulties. Linked to this, the differential role of "attack self" and "withdrawal" in presentations can inform clinical decision making and future treatment development. For example, modification of "attack self" coping styles may be important in the resolution of shame reactions in trauma populations. Emerging interventions such as acceptance and commitment therapy and compassion-focused therapy, which have been evidenced as successful in defusing "attack self" appraisals and behavior patterns, may be useful in such treatment protocols (e.g., Gilbert, 2010; Luoma & Platt, 2015) .
The integration of compassion-focused and shame interventions into trauma therapy is an important avenue of future empirical and clinical consideration. Currently, new models of treatment for childhood sexual abuse and complex trauma (e.g., STAIR Narrative Therapy; Cloitre et al., 2014) incorporate emotional regulation strategies and coping skills in the initial phases of therapy to provide a stable base for clients to then engage in later trauma processing. Bearing in mind the unhelpful role of some shame coping styles observed in the current study and recent findings that shame responding can be a barrier to the therapeutic alliance (Black et al., 2013) , the integration of shame interventions at these early therapeutic stages would be beneficial.
Considering this study was a largely exploratory, cross-sectional evaluation of shame in clinical populations, several limitations should be considered when making inferences. First, although some of the unexpected results obtained in this investigation (e.g., similarity between the complex trauma and general mental health group level of shame) have been explained above in terms of psychological mechanisms, it must be acknowledged that these findings may also have emerged as a result of contentions within the shame literature regarding accepted theoretical models of shame. Debate continues within the literature as to whether shame has primarily evolutionary, social-evaluative, or sociocultural origins, as well as whether it is a generally adaptive or maladaptive affect (Wong & Tsai, 2007) . The controversy surrounding the construct of shame has led to inconsistent operational definitions and measurement tools being applied in the research field. The current investigation utilized the SSGS and COSS, two measures that arose from different theoretical positions on the nature of shame (see Nathanson, 1992; Tangney & Dearing, 2002) . It is therefore possible that the present results are partially reflective of This document is copyrighted by the American Psychological Association or one of its allied publishers.
the lack of consistency within the literature. Certainly, the field would be improved by greater clarity in the conceptualization of shame and the future development of more robust measurement tools. Second, the representativeness of the sample is hampered by omissions and errors in collection of demographic information, with between-groups differences emerging on some factors (e.g., gender). Moreover, the clinical group data were gathered from different countries (i.e., Australia, Northern Ireland) with potentially different cultural shame responding. However, it must also be acknowledged that preliminary analyses revealed no confounding effects of the demographic differences on dependent variables of interest. Also, the countries/cultures from which the data originated share more similarities than differences in many respects (i.e., Western, First World, individualistic, etc.) . Third, the lack of available trauma, mental health, and PTSD assessment for the participant groups also limits conclusions. Trauma and PTSD information was available for some groups (e.g., complex trauma); however, it was not available for analysis due to local ethical restrictions in the use of patient data. Furthermore, the present study was focused purely on shame coping style and state shame comparisons, rather than wider clinical symptoms, which limits interpretations concerning the role of shame in overall psychological well-being. Last, the sample size of the current investigation was quite large with a high level of statistical power, but numbers obtained in the DID group were lower relative to the other groups.
Future research would benefit from comparing more clinical groups on shame coping styles and extending comparisons to additional variables such as trait shame and psychological distress (e.g., depression, anxiety). This way, a fuller understanding of the patterns of shame across populations and how they interact with psychopathology can be achieved. Similarly, intervention studies examining how discrete treatment factors target shame processes and coping styles would also advance this clinical area (e.g., Gilbert, 2010) .
In conclusion, levels of shame coping styles and state shame were significantly different across the four populations examined in the study, with the DID group exhibiting markedly higher levels of "attack self," "withdrawal," and "avoidance" relative to the other groups. The complex trauma and general mental health groups had comparable levels of state shame, guilt and pride, and shame coping styles, suggesting these populations may not be as different as previously thought on shame processes. Both groups had elevated levels of shame coping and state shame compared to the normative sample. "Attack self" emerged as the most salient coping style predictive of increased state shame in the complex trauma, general mental health, and healthy volunteer groups, whereas "withdrawal" was the sole predictor of state shame in the DID group. These differential profiles of shame coping and state shame may have assessment and treatment implications. Larger scale investigations with more robust research designs should expand on these initial findings.
